	
	
	



	
	
	



Supplementary Material 3. Narrative synthesis of intervention characteristics and UX outcomes

[bookmark: _Toc156576682][bookmark: _Toc156766539]Comparing a single session DMHI to a multi-session intervention 
No study compared their single session DMHI to a longer, multi-session digital or face-to-face intervention, precluding direct comparison of UX outcomes based on a single session vs. multi-session delivery. 

[bookmark: _Toc156576683][bookmark: _Toc156766540]User experience feedback from clients and healthcare providers 
The data reveals consistent UX outcomes indicating a generally positive client UX. In all four studies including healthcare UX providers, such as nurses and therapists, the feedback on implementation and delivery of the intervention to clients was positive (Arevian et al., 2018; Harris-Lane et al., 2023; Krohner, 2022; Mental Health Commission of Canada, 2019). Specifically, Krohner (2022) highlighted a notable consistency between therapist and client DMHI ratings. Therapists observed that participants seemed to gain significant self-insight or insight into their pain symptoms throughout the intervention. In 71.4% of cases therapists provided 'moderate' (≥2 on 0-4 scale) or higher ratings for most clients. 

[bookmark: _Toc156576684][bookmark: _Toc156766541]Delivery method
[bookmark: _Toc156576685][bookmark: _Toc156766542]Comparing DMHIs to face-to-face interventions
No study included a direct face-to-face comparison. Instead, participants retrospectively recalled face-to-face experiences, providing indirect comparisons. Tarquinio et al. (2021) found that online Eye movement desensitization and reprocessing (EMDR) and face-to-face therapy had similar (p>.05) levels of distraction, but the sense of intimacy was significantly lower in online sessions. Despite this, the therapist-client relationship remained strong, suggesting a robust therapeutic alliance even in digital formats. Based on client feedback, Arevian et al. (2018) found a preference for in-person consultations (64%, n=16). Collectively, these findings suggest that while DMHIs appear to mimic some aspects of face-to-face therapy effectively, including maintaining a strong therapist-client relationship, they may lack the full sense of intimacy and therapeutic presence of an in-person session.

[bookmark: _Toc156576686][bookmark: _Toc156766543]DMHI efficacy and individual or group delivery methods
Most interventions were delivered individually (78.57%, n=11) with only 14.29% of the DMHIs being conducted in group settings (n=2; Hartley et al., 2023; Ziadni et al., 2021). One intervention offered both individual and group support, adopting a stepped care model that was customized according to the specific needs of the participants (Mental Health Commission of Canada, 2019). Clients found individual interventions useful, usable, valuable, and credible. A unique advantage of individual interventions was their ability to foster a strong therapeutic alliance between clients and providers, leading to high satisfaction with the therapeutic relationship (Arevian et al. 2018; Sung et al. 2022; Tacca, 2022). All group-based interventions had beneficial UX outcomes, particularly in terms of the value derived from engaging with other group attendees and the group instructor (Ziadni et al., 2021) while systemic interventions involving family members also yielded high satisfaction (Hartley et al. 2023).

Efficacy and DMHI guidance 
Complete vs. partial guidance
Most interventions were fully guided (n=13), with one intervention being reported as partially guided (Mental Health Commission of Canada, 2019). 

Synchronous vs. asynchronous guidance
Most DMHIs were synchronous (85.71%, n=12), with one asynchronous DMHI found (Williams et al., 2021) and another described incorporating both synchronous and asynchronous components (Hawkins et al., 2020). 

[bookmark: _Toc156576690][bookmark: _Toc156766547][bookmark: _Toc156576699][bookmark: _Toc156766556]Attrition and DMHI delivery
[bookmark: _Toc156576691][bookmark: _Toc156766548]Digital delivery
The delivery mode in DMHIs had an impact on participant dropout rates. Interventions delivered via phone showed the highest average attrition rate of 13.04% (n=1; Wittenberg et al., 2018), however this was observed in a single study. Interventions using video conferencing reported a lower average dropout rate at 11.36% (n=5), while online-based interventions had the lowest dropout rate of 7.96% (n=1; McLean et al., 2023), however this again was based on a single study.
	
[bookmark: _Toc156576692][bookmark: _Toc156766549]Guidance degree
When reported, fully guided interventions (n=7), displayed an average attrition rate of 11.11%. Of the only intervention that included partial guidance (Mental Health Commission of Canada, 2019), attrition rates were not reported, precluding comparisons.

[bookmark: _Toc156576693][bookmark: _Toc156766550]Synchronous vs. asynchronous guidance
When comparing synchronous and asynchronous delivery methods, the average dropout rate for synchronous interventions stood at 11.11% (n=7). However, attrition rates for purely asynchronous interventions (n=1; Williams et al., 2018), as well as those utilizing a mix of synchronous and asynchronous methods (n=1; Hawkins et al., 2020), were not disclosed. 

[bookmark: _Toc156576694][bookmark: _Toc156766551]Technology delivery methods and efficacy 
In the following, the efficacy of various technology-based interventions and their association with UX outcomes will be analyzed. 

[bookmark: _Toc156576696][bookmark: _Toc156766553]User experience
Web-based services, particularly those incorporating multimedia and interactive elements, demonstrated a higher perceived value and usability (McLean et al. 2023; Mental Health Commission of Canada, 2019) compared to videoconferencing platforms including Zoom. Videoconferencing platforms exhibited mixed evidence regarding their value (Tacca et al., 2022; Tarquinio et al., 2021) and mixed evidence regarding their usability (Arevian et al., 2018; Tarquinio, 2021; Ziadni et al., 2021). Further, phone-based supports, including SMS and telephone calls, appeared to be useful (Williams et al. 2021; Wittenberg et al. 2018). However, in Ziadni et al. (2021) and Hartley et al. (2023), the usefulness of videoconferencing platforms were inconsistent. Despite these observations, videoconferencing platforms were identified as acceptable (Krohner, 2022; Sung et al., 2023; Tacca, 2022) and credible (i.e., perceived as safe and logical; Rubin et al. 2022; Tarquinio et al. 2021). This suggests that while certain technological modalities may excel in specific UX domains, such as perceived usefulness or value, there is a necessity to balance various elements to optimize the overall UX in DMHIs.

[bookmark: _Toc156576698][bookmark: _Toc156766555]Brief guided DMHIs as preparatory support 
In the brief adult DMHIs examined, none explicitly identified as a preparatory stage for long-term therapy or a pre-therapy option. However, two studies following a stepped care model used DMHIs in a pre-therapy setting (Harris-Lane et al., 2023; Mental Health Commission of Canada, 2019). The stepped care approach in these studies was used to help users who might not be ready for more intensive interventions to acclimatize to them. In Mental Health Commission of Canada (2019), this model lets users start with less intense services (Steps 1-5) as a way to get into more comprehensive programs if needed (Steps 6-9). This approach is flexible and can be adopted to client's needs, letting them set their own session schedule and length (Mental Health Commission of Canada, 2019). This suggests that some clients may need to slowly get involved in mental health interventions, especially those who might benefit from a first phase of less intense support before moving on to more intensive therapeutic methods.

Intervention reengagement options
A significant number of interventions (n=8) lacked provisions for ongoing support or opportunities for reengagement. Six studies offered follow-up support or referrals to further support as needed (Hartley et al., 2023; Hawkins et al., 2020; Krohner, 2022; Mental Health Commission of Canada, 2019; Tacca, 2022; Williams et al., 2021). No study reported on associations between reengagement and UX outcomes. 

[bookmark: _Toc156576700][bookmark: _Toc156766557]Association between intervention length and efficacy 
Analysis of session duration did not reveal a clear association with UX outcomes. Interventions exceeding 90-minutes (Ziadni et al., 2021; Tarquinio et al., 2021) exhibited high engagement and completion rates, a trend also observed in interventions lasting 60-minutes or less (McLean et al., 2023; Sung et al., 2023). Moreover, the perceived value and satisfaction rates were comparably high in both longer (over 90 minutes) and shorter (under 60-minutes) sessions. In terms of specific user feedback on duration, a 40-minute intervention by McLean et al. (2023) was rated as highly appropriate in duration by users. Conversely, some participants in a study by Harris-Lane et al. (2023) expressed a desire for longer sessions than the provided 30-minutes, while acknowledging the practical limitations faced by providers. These findings infer a non-linear correlation between intervention duration and efficacy in UX outcomes, highlighting that variables other than the session length may exert a more impactful influence on the effectiveness of DMHIs.

[bookmark: _Toc156576701][bookmark: _Toc156766558]DMHIs and theory  
The majority of the evaluated brief, (partially) guided DMHIs (71.43%, n=10) did not disclose their foundational theoretical orientation. The four studies that did specify their theoretical bases adopted varied approaches, including attachment theory, emotion-based models (Krohner, 2022), common factors theory (Tacca et al., 2022), Cancer family caregiving experience model (Wittenberg et al., 2018), recovery-oriented model (Mental Health Commission of Canada, 2019), thus hindering direct comparisons or definitive conclusions concerning the efficacy of these differing theoretical models.

[bookmark: _Toc156576702][bookmark: _Toc156766559]DMHIs and clinical tools/approach/modalities usage 
The considered DMHIs employed a diversity of clinical modalities and methodologies. Interventions that exhibited effectiveness encompassed mindfulness-based interventions (Rubin et al., 2022; Ziadni et al., 2021), cognitive-behavioral therapeutic approaches, including Dialectical Behavior Therapy (DBT) (McLean et al., 2023), and solution-focused therapy (Hawkins et al., 2020). Furthermore, interventions adopting single-session therapeutic approaches, which integrated principles of Solution Focused Brief Therapy (SFBT; Sung et al., 2023), as well as those based on recovery-oriented, strengths-based models (Mental Health Commission of Canada, 2019), were also determined to be efficacious.

[bookmark: _Toc156576703][bookmark: _Toc156766560]Efficacy and sample demographics 
[bookmark: _Toc156576704][bookmark: _Toc156766561]Race
The demographic profiles of participants were predominantly skewed towards individuals identified as White (MWhite=63.77%, range=60.94-80, n=6).

[bookmark: _Toc156576705][bookmark: _Toc156766562]Gender
In terms of gender distribution, most participants across the included studies were female (Mfemale=69.31%, range=43-100%, n=10). This predominance prompts consideration of the generalizability of the findings to other gender groups.

